Sir,

An 18-year-old male presented with pruritic erythematous lesions present on the V area and neck for 3 days. The patient volunteered a history of herpes labialis 10 days prior to the eruption associated with prolonged sun exposure since 4 days and a 2-year history of similar lesions occurring following herpes labialis. He had no history of photodermatosis or prior drug intake. Cutaneous examination revealed erythematous edematous discrete and coalescent plaques present on the V area and sides of neck, with a sharp demarcation from unexposed areas. Few lesions exhibited central crusting. Acral areas were uninvolved. Upper lip had crusting and depigmentation \[[Figure 1](#F1){ref-type="fig"}\]. Histopathological examination revealed vacuolar alteration of basal keratinocytes, few necrotic keratinocytes, and interface dermatitis consistent with erythema multiforme (EM) \[Figure [2a](#F2){ref-type="fig"} and [b](#F2){ref-type="fig"}\]. Anti-SSA (Ro) and anti-SSB (La) and antinuclear antibodies were negative. Anti-HSV IgG was elevated. The patient was offered but refused phototesting. Based on these findings, a diagnosis of HSV-associated photodistributed (or photosensitive) erythema multiforme (PEM) was made and he was started on acyclovir 400 mg TDS and dapsone 100 mg/day. The lesions completely resolved in 5 days following treatment \[[Figure 3](#F3){ref-type="fig"}\].

![(a-c) Erythematous edematous papules and plaques present on the photoexposed areas, V area of chest, and sides of neck, with a sharp demarcation. Few lesions exhibit central crusting](IDOJ-10-473-g001){#F1}

![(a) Skin biopsy showing clefting of epidermis at startum malphigi with detached part showing prominent epidermal necrosis. (H and E, 40×) (b) Few necrotic keratinocytes (arrow) admixed with dense acute inflammatory infiltrate. (H and E, 400×)](IDOJ-10-473-g002){#F2}

![Complete resolution of lesions after 5 days of treatment with acyclovir and dapsone](IDOJ-10-473-g003){#F3}

EM is characterized by polymorphous eruption of erythematous macules and papules typically involving the acral areas with a self-limiting course. The term PEM is used for cases where lesions only involve the sun-exposed areas, with clear demarcation from unexposed sites, typically with absence of lesions on palms and mucosa. It is an under-recognized entity with \< 20 cases documented previously. PEM is believed to be a hypersensitivity reaction to a variety of antigenic stimuli in certain predisposed individuals, with UV radiation playing a contributory role. Though no cause is identified in many cases, drug intake and HSV infection are frequent triggers.\[[@ref1]\] Short viral DNA sequences present in lesions of herpes-induced and idiopathic EM act as antigens causing recruitment of IFN-gamma producing T-helper cells, initiating a localized inflammatory cascade.\[[@ref2]\] Furthermore, UV radiation induces histamine and prostaglandins release, increasing vascular permeability, passage of antigens into the bloodstream, and formation of circulating antibodies in sun-exposed areas.\[[@ref3]\]

Most PEM cases respond to elimination of the causative agents and symptomatic treatment with topical corticosteroids. In HSV-associated PEM, frequent recurrences are seen in a few cases requiring prophylactic antiviral therapy; severe recurrent cases require systemic therapy with corticosteroids and hydroxychloroquine. However, adverse effects of these drugs make long-term usage undesirable.\[[@ref1]\]

Dapsone has been used previously for management of recurrent and persistent EM cases probably due to its inhibitory effect on antigen-specific T-helper cell activity. In addition, it decreases the inflammatory cytokines and UV-induced erythema by reducing prostaglandin synthesis.\[[@ref4]\] These actions may explain its effect in PEM.

Our case had findings classical of HSV-associated PEM and we treated our patient with acyclovir and dapsone with dramatic improvement. Because antiviral therapy has minimal impact on EM when given after the onset of episode, it is unlikely that acyclovir alone could have resulted in the clinical improvement.\[[@ref5]\] Previous reports on dapsone in EM demonstrate a response in 3--4 weeks, and the early improvement in our case could be due to the synergistic action of dapsone with antiviral therapy reducing the antigen load. Thus, this combination may be useful for treatment of PEM cases.
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